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K021 | NFPA 101 LIFE SAFETY CODE STANDARD
S8=E |

: Any door in an exit passageway, stairway

; enclosure, horizontal exit, smoke barrier or

- hazardous area enclosure is held open only by

; devices arranged to automatically close all such

 doors by zone or throughout the facility upon

; activation of;

a) the required manual fire alarm system:;
b} local smoke detectors designed to detect
smoke detection system; and

¢) the automatic sprinkler system, if installed.
1_ 19.22286, 7.21.82 '

: This STANDARD is not met as evidenced by:
Based on observation and interview, the facility

| . -
i failed to ensure corridor fire doors were only held

i open by approved devices.

' The findings include:

I 1. Observation and interview with the

! Maintenance Director, on 9/29/2015 at 11:17 AM

; confirmed the corridor fire doors by room 201

i had one side that would not close to a positive

i latch.

} 2. Observation and interview with the -

| Maintenance Director, on 8/29/2015 at 11:35 AM
confirmed the corridor fire doors by the rehab

| department had one side that would not close to

| a positive latch.

« These findings were verified by the Maintenance

| Supervisor and acknowledged by the

smoke passing through the opening or a required

K 021 Life Care Center of Morgan County is committed to

: upholding the highest standard of care for its
residents. This includes substantial compliance with
all applicable standards and regulatory
requirements. The facility works in cooperation with
the State of Tennessee department of Health toward
i the best interest of those who require the services
wa provide.

While this plan in not to be considered and
admission of validity of any findings, it is submitted
: in good faith as a required response to the survey

1 conducted September 28 thru September 30, 2015.
! This Plan of Correction is the facilities with Federal
and State requirements.

Qct. 26, 2015
K021

1. What corrective action(s) will be
accomplished for those residents found to
have been effected by the deficient

practice?

The Maintenance Director has adjusted
the fire doors located in the corridor by

; rooms 201 and the rehab department to

| automatically close to a positive latch. This
was completed on 9/30/2015.

How will you identify other residents
having the potential to be affected by the
same deficient practice?

The Maintenance Director will examine
construction of the building to ensure that
all fire doors are positively Jatching when
fire alarm has been sounded, This is done
on a monthly bases.

I
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| .
) : | 3. What measures will be putinto place or ‘

K021 Continued From page 1 | K 021 j what systemic changes will be made to i
Administrator during the exit conference on g ; ensure that the deficient practice does not |
9/29/2015. F recur?

K 029! NFPA 101 LIFE SAFETY CODE STANDARD K 0291 o

5S=D i | The Maintenance Director or maintenance
One hour fire rated construction {with % hour ‘ | assistant will conduct 3 monthiy fire drill to
fire-rated doors) or an approved automatic fire | ensure our facility maintains the fire doars
extinguishing system in accordance with 8.4.1 1I are positively latching.
and/or 19.3.5.4 protects hazardous areas. When : i 4. Howwiil the " . _
the approved automatic fire extinguishing system L _ corrective action be _

 option is used, the areas are separated from E ' m“I’I"'tc’“"d to ensure the deficient practice
+ other spaces by smoke resisting partitions and will not reoccur, Le., what quality

|
‘ doors. Doors are self-closing and non-rated or | ;  @ssurance program will be put into place?
field-applied protective plates that do not exceed : i

- i The Maintenance Directo i
48 inches from the bottom of the door are © assistant will report f:di nr (:rc::tal,:zten:‘ncte
permitted. 19.3.2.1 ' £ sucitto

| the interdisciplinary Pl committee for 3
| . months or until 10(3% compliance is
; achieved.

This STANDARD is not met as evidenced by: ‘ , ThT Zerf::g :nce i'?pr%‘fement Cc.'mmmeef
¢ Based on observation and interview, the facility ' ::c voes y d_“e!c”t_'"e irector, r;'rem'm
failed to ensure hazardous area doors closed 1o ursing, Mecical Director, Consultant

a positive iatch. (NFPA 101, 19-3.6.3.) | Pharmacist, Director of Rehabilitation
33.3.3.6.4.4 (3) ; Services, director of Health Information, |
i Director of 5acial Services, Director of :

{ The findings include: ! | food Services, Director of Maintenance, :

: Staff Development Coordinatar, Director
Observation and interview with the Maintenance of Environmental Services, and other
Director, on 9/29/2015 at 11:35 AM confirmed i Interdisciplinary team members.. The PI
corridor doors to central supply room failed to committee will review the resufts of the
close to a positive latch. . audit. If deemed necessary by the

i This finding was verified by the Maintenance : I committee, the process will be

: Supervisor and acknowledged by the : evaluated/revised and /or the audits

. Administrator during the exit conference on reviewed for 3 months or until 100%

1 9/29/2015. compliance is achieved.

K 052 NFPA 101 LIFE SAFETY CODE STANDARD : K Q52

|
S8=F, !
i Afire alarm system required for life safety is g
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K021 Continued From page 1 1 K021}
Administrator during the exit conference on ' E
9/29/2015. ' | ' '
K 029 { NFPA 101 LIFE SAFETY CODE STANDARD K 0291 K029 Nov. 2. 2015
$8=D ) 1.  What corrective action(s} will be i ,
One hour fire rated construction (with % hour : i accomplished for those residents i
fire-rated doors) or an approved automatic fire § found to have been effected by the
extinguishing system in accordance with 8.4.1 deficient practice?
and/or 19.3.5.4 protects hazardous areas. When c
the approved automatic fire extinguishing system The Maintenance director has
i option is used, the areas are separated from adjusted the door to central supply to
+ other spaces by smoke resisting partitions and f assure closer to a positive latch. This
r doors. Doors are self-closing and non-rated or | was completed on 9/30/2015.
{ field-applied protective plates that do not exceed j
48 inches from the bottom of the door are 2. How will you identify other residents
permitted. 19.3.2.1 having the potential to be affected by

the same deficient practice?

The Maintenance Biractor will
examine construction of the building
to ensure that alt fire doors are
positively fatching when fire 2larm has

This STANDARD is not met as evidenced by:
i Based on observation and interview, the fadility

failed to ensure hazardous area doors closed o been sounded. Thisisdoneona
a positive latch. (NFPA 101, 19-36.3)) manthly bases.
33.3.3.6.44(3) _ .
3.  What measures will be put into place
The findings include: f or what systemic changes will be
' made to ensure that the deficient
Observation and interview with the Maintenance | practice does not recuy?

The Maintenance Director or

: maintenance assistant will conduct 3

: monthly fire drill to ensure our facility
mazintains the fire doors are positively

Director, on 9/28/2015 at 11:35 AM confirmed :
corridor doors to central supply room failed to f
close to a positive latch.
This finding was verified by the Maintenance
Supervisor and acknowledged by the \
: Administrator during the exit conference on latching.
} 9/29/2015. ;
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052
88=F; i
i Afire alarm system required for life safety is i
[
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PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APPROPRIATE  +  DATE
i g ! DEFICIENCY)
K e
gA,ggjg(i)S:gator during the exit conference on practice will not reoccur, i.e., what
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K 029! ﬂiihgaf?m"ce programwilbeput
88=D i
i One hour fire rated construction (with % hour L The Maintenance Director or
fire-rated doors) or an approved automatic fire _% maintenance assistant will report
extinguishing system in accordance with 8.4.1 i findings of the audit to the
andfor 19.3.5.4 protects hazardous areas. When | interdisciplinary Pl committee for 3
the approved automatic fire extinguishing system months or until 100% compliance is
option is used, the areas are separated from achieved.
other spaces by smoke resisting partitions and
1 doors. Doors are self-closing and non-rated or The Performance improvement
field-applied protective plates that do not exceed committee includes the Executive
48 inches from the bottom of the door are Director, Director of Nursing, Medical
permitted. 19.3.21 Director, Consultant Pharmacist,
Director of Rehabilitation Services,
: director of Health |nformation,
i Director of Social Services, Director of
. . . i Food Services, Director of
! ?;;TANDARD 5 m;‘:‘dei n?S e'Wdert‘i?g? bjlrr{y : Maintenance, Staff Development
i on observation interview, aci | ; ;
failed to ensure hazardous area doors closed to | E::irril::::;';:::?:e:fand other
a positive fatch. (NFPA 101, 19-3.6.3.) interdisciolinary team members. Th
plinary team members. The
33.3.364.4(3) Pl committee will review the results
. . ] of the audit. if deemed necessary by
The ﬁndmgs include: 1 the committee, the process will be
Observation and interview with the Maintenance i e"a_luated: revised and /or the audits
Director, on 9/29/2015 at 11:35 AM confirmed : rewe“fe‘j °_r3 mc_mths oruntil 1.00%
corridor doors to central supply room failed to I compliance s achieved.
close to a positive latch. |
This finding was verified by the Maintenance I
Supervisor and acknowledged by the ;
; Administrator during the exit conference on i
| 9/29/2015. ;
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052
SS=F | i
[ Afire alarm system required for life safety is i
i
! i
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1 f I ) |
i
K 052 i Continued From page 2 | K052 X
' installed, tested, and maintained in accordance K052 Oct 26, 2015

K 062
SS=E

i with NFPA 70 National Electrical Code and NFPA
1 72. The system has an approved maintenance

: and testing program complying with applicable
requlrements of NFPA70and 72. 9614

i This STANDARD is not met as ewdenced by:
- Based on observation and interview, the facility

falled to maintain the fire alarm system.(NFPA 72)
| The findings include: :
; Observation during a fire drill with the i
: maintenance director on 9/29/15 at 11:18 AM
' confirmed a trouble light on the fire alarm panel
and the strobes failed to flash upon fire alarm
activation.

| Interview with the maintenance director on
9/29/15 at 11:18 AM confirmed he was aware of
the strobes not working.

' to maintain the fire alarm system.

: These findings were verified by the Maintenance
Supervisor and acknowledged by the
Administrator during the exit conference on
8/29/2015.

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested [
i periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25

1.  What corrective action(s} will be
accomplished for those residents
found to have been effected by the
deficient practice?

The Maintenance Director along with
the contracted Sprinkler Company
{CBS) will replace the part of the fire
systemn that controls the strobes. This
work Is scheduled for 10/21/2015.

2.  How will you identify other residents
having the potential to be affected by
the same deficient practice?

The Maintenance ©epartment wil
continue to examine the system to
assure all working properly at all
times. CBS will do their routine

checks to assure all is working
properly also. The maintenance
department will do monthly and as
needed.

3. What measures will be put into place
or what systemic changes will be :
made to ensure that the deficient Q‘
practice does not recur? i

The Maintenance Director or

K062 maintenance assistant will conduct a
monthly audit-for 3 months to ensure
our facility system is functioning
properly.

i
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Required automatic sprinkler systems are
continuously maintained in reliable operating
condifion and are inspected and tested

i periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,

(XD | SUMMARY STATEMENT OF DEFICSENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREEIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
! : DEFICIENCY)
K 052 i l Continued From page 2 K 052 How will the corrective action be
, :nstal!ed tested, and maintained in accordance | moni.mred.to ensure the deficient
! with NFPA 70 National Electrical Code and NFPA practice will not reoceur, hE what
quality assurance program will be put
i 72. The system has an approved maintenance into place?
' and testing program com plying with applicable )
reqwrements of NFPA70and 72. 96.14 The Maintenance Director ot
: maintenance assistant will report
findings of the audit to the
i interdisciplinary Pl committee for 3
E months or until 100% compliance is
: achieved. !
i i
E The Performance improvement !
: committee includes the Executive
; Director, Director of Nursing, Medical
: This STANDARD is not met as evidenced by: ‘ Director, Consultant Pharmacist,
Based on observation and interview, the facility | Director of Rehahilitation Services,
| failed to maintain the fire alarm system.(NFPA 72) director of Healthnformation,
The findings include: . Director of Social Services, Director of
: QObservation during a fire driil with the ; Food Services, Director of
E maintenance director on 9/29/15 at 11:18 AM Maintenance, Staff Development
; confirmed a trouble fight on the fire alarm panel Coordinator, Director of
3”‘,’ the strobes failed to flash upon fire alarm Frvironmental Services, and other
activation. -
Interdisciplinary team members, The
Interview with the maintenance director on P commit‘fee will review the results
9/29/15 at 11:18 AM confirmed he was aware of of the aUdft’ If deemed necessary by
the strobes not workin g. the commrtteej, the process will be‘
to maintzin the fire alarm system. evaluated/revised and for the audits
These findings were verified by the Maintenance reviewed for 3 months or until 100%
Supervisor and acknowledged by the compliance ts achieved.
Administrator during the exit conference on : K 062
9/29/2015. b '
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062{1. what corrective action(s) wil be flov. 2, 2015
SS=E accomplished far those residents

found to have been effected by the i
deficient practice?

|
The Maintenance Director along with (
the sprinkler company has audited all !
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x4 | SUMMARY STATEMENT OF DEFICIENCIES | ) PROVIDER'S PLAN OF CORRECTION I xs
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSG IDENTIFYING INFORMATION) t TG CROSS-REFERENGED TO THE APPROPRIATE DATE
; ' DEFICIENCY)
l ' o sprinkler heads throughout the
K 062 | Continued From page 3 : K 062 building. Planes to replace head in
19.7.5 dishwasher room will be

accomplished on Cctober 27, 2015,
Al} lint and foreign material has been
removed with all sprinkler heads. All
escutcheons have been chacked and
replaced if needed. All has bean

completed by Cctaber 27, 2015. 1

i This STANDARD is not met as evidenced by:
| Based on observation, the facility failed to
maintain the sprinkler system.

. The findings include:

| Observation with the maintenance director on 2. How will you identify other residents
: 9/29/115 between 9:00 AM and 3:00 PM, revealed having the potential to be affected by

the following; the same deficient practica?

1. One tarnished sprinkler head in the . . " |
: dishwasher room. (NFPA 25, 5.2.1.1.1) Maintenance Department wi !
+ 2. One of one sprinkler head in the cooler was examine all sprinkler heads tc': ens‘ure

: covered with lint and foreign material. (NFPA 25, that all are clean from any paint, fing,
15211 1) dust or debris to assure proper

3. One sprinkler head in the shower room i working order is obtained.
| ?n(;toesnsai;r?mF%}: 2\";385(‘)‘20\;9{61(; with foreign 3. What measures will be put into place

4. One sprinkler head in the faundry was or what systemic "’a"g“d:f'i“‘bf‘t

covered with foreign material. (NFPA 25, !_ made {0 ensure that the deficie

5.21.1.1) -" | practice does not recur?

*5.  In the secure unit storage room, a sprinkler
escufcheon has moved and is now obstructing
the deflector.

The Maintenance Director or
maintenance assistant are conducting
a bi monthly audit and cleaning all
routinely to assure compliance and all

6. An escutcheon is missing in the freezer. ) .
are in proper working order.

These findings were verified by the Maintenance

. Supervisor and acknowledged by the 4. How wilt the corrective action be
Admlnlstrator during the exit conference on monltored 1o ensure the deficient
J 9/28/2015. practice will not reoccur, l.e., what
K 089 | NFPA 101 LIFE SAFETY CODE STANDARD K069

quality assurance program will be put

r
88=D| into place?

| Cooking facilities are protected in accordance
i with 8.2.3. 19.3.2.6, NFPA 06

I This STANDARD is not met as evidenced by:
] |
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K 062 | Continued From page 3 . K02} TheMaintenance Director or
975 maintenance assistant will report
e findirgs of the audit to the
interdisciplinary Pl committee for 3
I ! months or until 100% compliance is
{ This STANDARD is not met as evidenced by: | | achieved.
. e ;: |
Ba_sed_on obser_vatlon, the facility failed to : | The Performance improvement
maintain the sprinkler system. : L :
. . A i commmittee includes the Executive
The findings include: | Director, Director of Nursing, Medical
! Observation with the maintenance director on Direct ! Consultant Ph sing, Vedica
9/29/15 between 9:00 AM and 3:00 PM, revealed rector, Lonsuitant Pharmacist,
the following; Director of Rehabilitation Services,
1. One tarnished sprinkler head in the director of Health Information,
dishwasher room. (NFPA 25, 5.2.1.1.1) Director of Social Services, Director of {
{2. One of one sprinkler head in the cooler was Food Services, Director of
| covered with lint and foreign material. (NFPA 25, Maintenance, Staff Development
1 5.2.1.1.1) Coordinator, Director of
' 3. One sprinkler head in the shower room Environmental Services, and other
across from 208 was covered with foreign Interdisciplinary teanf members. The
material. (NFPA 25, 5.2.1.1.1) Pl committee will review the results
4. One sprinkler head in the laundry was of the audit. If deemed necessary by
covered with foreign material. (NFPA 25, E ! the committee, the process will be
521110 ; i evaluatedfrevised and for the audits
i 8. In the secure unit storage noom, a sprinkler ! reviewed for 3 months or unti! 100%
escutcheon has moved and is now obstructing compliance is achieved,
the deflector.
6. An escutcheon is missing in the freezer. _ 6 2015
These findings were verified by the Maintenance K 068 ; Oct. 16,
- Supervisor and acknowledged by the ) . .
| Administrator during the exit conference on | 1. What corrective action(s) will be
0/29/2015. i accomplished for those residents
K 069 ; NFPA 101 LIFE SAFETY CODE STANDARD K09,  foundtohave been effected by the
5S=D deficient practice?
= . B -
+ Gooking facilities are protected in accordance The Maintenance Director has
| with 9.23.  19.3.2.6, NFPA 26 installed a cable that will restrict
: ! movement to prevent the flexible gas
- . . i line from overextending. This was
: This STANDARD is not met as evidenced by: ! e rom oy b

1

completed on October 5, 2015. 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION : {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
445239 B. WING 02/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

419 SOQUTH KINGSTON STREET

LIFE CARE CENTER OF MORGAN COUNTY WARTBURG, TN 37887

xXa) D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) YooTtae CROSS-REFERENCED TO THE APPROPRIATE DATE
; ; i DEFICIENGY)
K 069 | Continued From_ page 4 K 069! 2. How will you identify other residents :
: Based on abservation and interview, the facility having the potential to be affected by :
failed to ensure commercial cooking equipment the same deficient practice?
producing steam or grease-laden vapors were
. The cable has been permanentd
located under a commercial hood {NFPA 96) P Y
The findings include: place so removal cannot be
Based on observation and interview, the facility . ac“mz""’hed' All other iq“‘gme“t s E
failed to ensure commercial cooking equipment | :  secured. All equipment has been i
i complies with NFPA 54 : assessed to verify that it is secured
[ - :
i H permanently in place to prevent’
The finding includes: movement by the maintenance

director. This was completed by the

The natural gas oven, double steamer and fryer maintenance director.

were on ¢asters and their movement was not '3 What ill be put into ol
' restricted to prevent the flexible gas line from P @t measures will be put into place

overextending. or what systemic changes will be
This finding was verified by the Maintenance made to ensure that the deficient
Supervisor and acknowledged by the practice does not fecur?
sldzrg;gcl)s:gator during the exit conference on The Maintenance Director or assistant
) mairtenance will review monthly to
fg;i}g NFPA 101 MISCELLANEOQUS K130 assure cable is properly placed.

: OTHER LSC DEFICIENCY NOT ON 2786 4. How will the corrective action be
monitered to ensure the deficient
practice will not reoccur, i.e., what
quality assurance program will be put

3 ] ] into place?
This STANDARD is not met as evidenced by: ! !
Based on observation and staff interview, the ; The Maintenance Director or :
facility failed to maintain the fire resistance of fire { maintenance assistant will report
barriers and communicating openings. findings of the audit to the

t (NFFPA 101 2000 Edition Section 8.3.5.1,
19.1.1.1.2,19.1.1.4.1, 19.1.1.4.2)

interdisciplinary P! committee for 3
months or until 100% compliance is
achieved.

Findings include: .,
' | The Performance improvement
i Observation and interview with the Maintenance committee includes the Executive
 Director, on 9/29/2015 at 10:40 AM, confirmed |
| the kitchen's 1-hour rated ceiling was improperly |
H i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

""EORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 GOMPLETED
445239 B. WiNG 08/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE. 24P CODE
419 SOUTH KINGSTON STREET
LIFE CARE CENTER OF MORGAN COUNTY
A WARTBURG, TN 37887
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ; ID FROVIDER'S PLAN OF CORREGTION (x5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL |  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
) DEFICIENGY)
K 069 . i Director, Director of Nursing, Medical
0 Continued From page 4 K069} Director, Consultant Pharmacist,
Based on observation and interview, the facility ! Director of Rehabilitation Services,
failed to ensure commercial cooking equipment director of Health Information,
producing steam or grease-laden vapors were Director of Social Services, Director of
qur?at;:ddL_lnder a icczjmmercial hood.(NFPA 96) Food Services, Director of
e findings inciude: ;
. Maintenance, Staff Development
Based on observation and interview, the facility Coordinator, Director of
falledlgo en'stliirﬁ |ggszrc:aﬂ cooking equipment ! Environmental Services, and other
! complies wi 54. 3 Interdisciplinary team members. The
i —_ Pl committee will review the results
The finding inciudes: of the audit. If deemed necessary by
i s wili be
The natural gas oven, double steamer and fryer the Icomr:; )l(tto;:; :I;ea :;o;;:the o
| were on casters and their movement was not E“a,”ated fre s ronths or until 100%
1 restricted to prevent the flexible gas fine from reviewec for 3 mon Z
overextending. ) _ compliance is achieved.
This finding was verified by the Maintenance
| Supervisor and acknowledged by the
+ Administrator during the exit conference on )
1 9/29/2015. i
K 130 | NFPA 101 MISCELLANEOUS [ Kq30] K1 | Nov.2,2015
S58=D: \ ‘ What corrective acti i i
: ction{s) will be i
OTHER LSC DEFICIENCY NOT ON 2786 accemplished for those residents i
found to have been effected by the
i deficient practice?
This STANDARD i ¢ ¢ . by: The Maintenance director has
1S is not met as evidenced by: installed patch work that meets the 1
Based on observation and staff interview, the hour rated materials on the ceiling.
facility failed to maintain the fire resistance of fire i This was completed on 10/12/2015.
barriers and communicating openings. [
(NFPA 101 2000 Edition Section 8.3.5.1, ; 2. How will you identify other residents
i 19.1.1.1.2,19.1.1.4.1, 19.1.1.4.2) : having the potential to be affected by
I l i the same deficient practice?
i Findings include:
i ! The Maintenance Director will
: Observation and interview with the Maintenance | :  examine construction of the building
! Director, on 9/29/2015 at 10:40 AM, confirmed | | to ensure ail ceilings meet the 1 hour
: the kitchen's 1-hour rated ceiling was improperly ’ t rated ceiling. Thisis doneona
i ] monthly bases.
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FORM APPROVED

OMB NO. (938-0391

| with NFPA 70, National Electrical Code. 9.1.2
!

| This STANDARD is not metas-evidenced by:

directly into a wall receptacle.
(NFPA 99, 3-3.2.1.2 (d) (2).
The findings include:

use of a power strip in resident room 206 with

tintoit.

: This finding was verified by the Maintenance
Supervisor and acknowledged by the

] Administrator during the exit conference on

9/29/2015.

| Based on observation and interview, the facility
failed to ensure medical devices were plugged

Observation and interview with the Maintenance :
Director, on 9/29/2015 at 11:07 AM confirmed the

| one (1) power strip with a medical device plugged

L

r
!
i
1
1

monitored to ensure the deficient
practice will not reoccur, i.e., what
quality assurance program will be put
into place?

The Maintenance Director or
maintenance assiszant wiil report
findings of the audit to the
interdisciplinary Pl committee for 3
months or until 200% compliance is
achieved,

The Performance improvement
committee includes the Executive
Director, Director of Nursing, Medical
Director, Consultant Pharmacist,
Director of Rehabilitation Services,
director of Health information,
Director of Social Services, Director of
Food Services, Director of
Maintenance, Staff Development
Coordinator, Director of
Environmental Services, and other
Interdisciplinary team members. The
Pl committee will reviaw the results
of the audit. If deemed necessary by
the committee, the process will be
evzluated/revised and for the audits

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA - {¥2) MULTIPLE CONSTRUCTION (X3Y DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLEYED
445239 B. WING 09/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
419 SOUTH KINGSTON STREET
LIFE CARE
CARE CENTER OF MORGAN COUNTY WARTBURG, TN 37887
(X4 D | SUMMARY STATEMENT OF DEFICIENCIES | ID ! PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
: ; DEFICIENCY)
S T o
' -l 3. What measures will be put into place
K130 'I Continued From, page 5 K 130: or what systemic changes will be
i patched in several locations with a non-rated, made to ensure that the deficient
i non-listed fiberglass reinforced pane! (FRP). : practice does not recur?
| This finding was verified by the Maintenance ) _ :
! Supervisor and acknowledged by the The Maintenance Director or
: Administrator during the exit conference on i maintenance assistant wiil do a walk
i 9/29/2015. i through assessment with the
| - -
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 Executive Director monthly to assure
SS=D | our facility maintains compliance.
. Electrical wiring and equipment is in accordance : . . ;
; 1 4. How will the corrective action be
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Event ID: FGGM21

Facility ID: TNBEO1

If continuation sheet Page 6 of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

I OEXIIN | LS [RETRELS FAVE KV

FORM APPROVED
OMB NO. 0938-0331

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

445239

{X2) MULTIPLE CONSTRUCTION
" A. BUILDING 01 - MAIN BUILDING 01

(X3) DATE SURVEY
COMPLETED

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure medical devices were plugged
directly into a wall receptacle.

(NFPA 99, 3-3.2.1.2 (d) (2).

The findings include:

Observation and interview with the Maintenance
Director, on 9/29/2015 at 11:07 AM confirmed the
use of a power strip in resident room 206 with
one {1) power strip with a medical device plugged
into it.
This finding was verified by the Maintenance
Supervisor and acknowledged by the
Administrator during the exit conference on
9/29/2015.

|
t

B. WING 09/28/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
LIFE CARE CENTER OF MORGAN COUNTY 419 SOUTH KINGSTON STREET
. WARTBURG, TN 37887
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i D ‘ PROVIDER'S PLAN OF GORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLILL | PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} i TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
f ' DEFICIENCY)
i s .F
K 130 | Continued From page 5 K 130! reviewed for 3 months or until 100%
patched in several locations with a non-rated, compliance is achieved. '
non-listed fiberglass reinforced panet (FRP).
i This finding was verified by the Maintenance
| Supervisor and acknowledged by the |
: Administrator during the exit conference on j i
| 9/29/2015. Oct. 16, 2015
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 K147
S8=D

What corrective action{s} will be
accomplished for those residents found to
have been effected by the deficient
practice?

The Maintenance Director removed the
power strip an 9/29/15 to assure
compliance.

How will you identify other residents
having the potential to be affected by the
same deficient practice?

The Maintenance Director examined the
building to ensure all power strips have
been removed and all medical equipment
has been plug into the proper wall sockets.
A letter was sent to 2ll residents/families
1o address this issue.

What measures will be put into place or
what systemic changes will be made to
ensure that the deficient practice does not
recur?

The Maintenance Director or maintenance
assistant will do a walk through with the
Executive Director weekly to assure our
facility maintains compliance.
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DEFPARIMEN U REALIH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIE ' |
AND BLAN OF CORRECTION R T U TOLIA . | (X2) MULTIPLE CONSTRUCTION . X T SURVEY
A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
© 445239 B. WING 08/2812015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
LIFE CARE CENTER OF MORGAN COUNTY 419 SOUTH KINGSTON STREET
. WARTBURG, TN 37887
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES | D I PROVIDER'S PLAN OF
| CORRECTION
p?ig[x éEeg(L:EA ?r%:rlz?r‘gﬁrs gus*r BE PRECEDED BY FULL i PREFIX i {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
IDENTIFYING INFORMATION} i OTAG, CROSS-REFERENCED TO THE APPRCPRIATE DATE
i 5 DEFICIENCY)
K130 Continued From page 5 K130
patched in several locations with a non-rated,
nop-lrsteq fiberglass reinforced panel (FRP).
This ﬁn'dlng was verified by the Maintenance
Supe_rwsor and acknowledged by the
Administrator during the exit conference on
9/29/2015.
K 147 ; NFPA 101 LIFE SAFETY CODE STANDARD K147 How will the corrective action be
$8=D monitored to ensure the deficient practice

E[_ectricat wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by
Based on observation and interview, the facility
failed to ensure medical devices were plugged
directly into a wall receptacle. 5
(NFPA 99, 3-32.1.2 (d) (2). i
The findings include:
Director, on 9/29/2015 2t 11:07 AM confirmed the |
use of a power sirip in resident room 206 with
prtte i(t‘l) power strip with a medical device plugged
into if. : :
This finding was verified by the Maintenance
Supervisor and acknowiedged by the
Administrator during the exit conference on
9292015.

will not recccur, i.e., what quafity
assurance program will be put into place?

The Maintenance Director or maintenance
assistant will report findings of the audit to
the interdisciplinary Pl committee for 3
months or until 100% compliance is
achieved. .

The Performance improvement commitiee
includes the Executive Director, Director of
Nursing, Medical Director, Consultant
Pharmacist, Director of Rehabilitation
Services, director of Health Information,
Director of Social Services, Director of
Food Services, Director of Maintenance,
Staff Development Coardinator, Director
of Environmental Services, and other
interdisciplinary team members. The Pl
committee will review the results of the
audit. If deemed necessary by the
committee, the process will be
evajuated/revised and for the audits
reviewed for 3 months or unti} 100%
compliance is achievad.
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